Atistract
The purpose of this descriptive study was to describe occupational health nurses' beliefs about workplace violence and violence prevention education. The study examined what nurses believe about their intentions and ability to provide violence prevention education, as well as barriers they perceive to providing such programs. A survey was sent to a random sample of 700 members of the AAOHN; 357 surveys were used for data analysis. The study found that many occupational health nurses believe they and their companies are at risk for violence. In addition, many of the occupational health nurses had experienced harassment, threats, or assaults at their workplaces during the previous 12 months. Few occupational health nurses had provided violence prevention programs in their workplaces or intended to provide such programs during the following 12 months. The largest barrier to providing violence prevention education was the employer did not recognize violence prevention education as part of the nurse's job responsibilities.
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Dr. Gates is Assistant Professor, University of Cincinnati, Cincinnati, OH. APRIL 1996, VOL. 44, NO.4 W orkplace violence is a serious public health problem, and efforts are needed to prevent the occurrence of such events. From 1980 to 1989, homicide was the third leading cause of death at work (National Institute for Occupational Safety and Health [NIOSHJ, 1993) . The Bureau of Labor Statistics (BLS) found that in 1992, 1993, and 1994 homicide was the second leading cause of death at work in the United States (BLS, 1993 (BLS, , 1994a (BLS, , 1995 .
The term "violence" often includes harassment, assaults, and threats. However, researchers have just begun to examine the epidemiology of violence as a whole. Most of the research has investigated workplace homicide, which is only the "tip of the iceberg" (Gates, 1995b) . Many American workers have experienced harassment, assaults, and threats, leaving them feeling unsafe at work (BLS, 1994b; Northwestern National Life, 1993) .
Violence prevention activities at the workplace may be carried out by a variety of occupational health and safety professionals. Occupational health nurses, as members of the occupational health and safety team, have many roles including education and training for employees on health and safety issues. Standards of occupational health nursing practice include planning and implementing health and safety education (American Association of Occupational Health Nurses [AAOHNJ, 1994) . Yet, early research found many occupational health nurses were not involved in workplace violence prevention education/training (Gates, 1995c) .
The purpose of this study was to describe occupational health nurses' beliefs about and experiences with workplace violence. The study also attempted to identify occupational health nurses' beliefs about providing workplace violence education/training activities. The rationale for beginning efforts in violence prevention research is firmly based on the increasing incidence of workplace violence and the documented consequences resulting from such events. Violence prevention research is in the infant stage, and this study was an attempt to provide information and assistance to a group of professionals routinely responsible for the health and safety of employees.
METHODOLOGY
A self administered survey was developed for the study. The first part of the survey elicited information about the subjects' demographic and employment characteristics. Survey items also asked participants to identify whether they had experienced violence at their workplaces, believed they or their company were at risk for violence, and if they or their company had initiated workplace violence prevention education/training. The second part of the survey consisted of Likert type items which examined the occupational health nurses' beliefs about workplace violence education/training and the presence of risk factors in their workplaces. These Likert type items centered on these areas: environmental constraints (barriers), company risk, self efficacy, and intention to provide violence prevention education/training. Survey items for the Likert type items were chosen and developed from the health belief model, self efficacy theory, social cognitive theory, and the theory of reasoned action. Item development also was based on the violence literature and previous focus group interviews with occupational health nurses (Gates, 1995c ). The conceptual model developed for the study is shown in the Figure. Ten Likert type items were used to examine what occupational health nurses believe about the environmental constraints or barriers to the provision of violence prevention education. Environmental constraints-barriers that make a behavior difficult or impossible to performhave been shown to be related to the prediction of behavior (Janz, 1984) . Examples of barriers to providing violence prevention education include lack of resources, time, and administrative support.
Ten Likert type items were used to describe what occupational health nurses believe about their self efficacy in providing a variety of violence prevention education activities. Self efficacy is an individual's belief that they can perform a certain behavior (Bandura, 1980) . Self efficacy has been shown to be an important variable for predicting behavior in clinical, educational, sociolog-
RESULTS

Employment Variables
The Table describes the subjects in terms of the size of companies represented and their job titles. The m<J.iority of nurses worked at large industries. Job title, which was the open ended response item on the survey, was categorized by the investigator into seven groups. The largest number of subjects described their job title as occupational health nurse, plant nurse, or staff nurse. The ical, and psychological research (Bandura, 1980; Condiotte, 1981; Maddux, 1982 Maddux, , 1986 .
Five Likert type items were used to examine whether occupational health nurses intend to provide various violence prevention education/training activities during the next 12 months. Because research has indicated that correlations between intention and behavior range from .6 to .9 (Ajzen, 1980) , it was of interest in this study to describe the nurses' intentions to provide violence prevention education/training.
From the literature review, certain risk factors for workplace violence were identified. These are factors that, if present, increase the likelihood that some type of workplace violence will take place. Seventeen items were used to determine occupational health nurses' beliefs about the presence of violence risk factors in their workplaces. Earlier research suggested that occupational health and safety professionals are more likely to be involved in prevention efforts if they believe there are risks in their work environments (Gates, 1995c) .
A five point scale was used to describe each of the subject's beliefs about environmental constraints, self efficacy, and company risk. For environmental constraints and company risk, participants were asked to choose a response from low, strongly disagree (1) to high, strongly agree (5). For the self efficacy items, participants were asked to identify their confidence in performing a skill. Responses ranged from low, cannot do at all (1) to high, certain can do (5). Intentions to provide violence prevention activities were described using seven point Likert type items. Responses ranged from low, highly unlikely (1) to high, very likely (7).
The instrument was reviewed by 15 occupational health nurses and five researchers for content validity. Surveys were mailed to 700 randomly selected members of the AAOHN. Data were collected over a 3 month period in 1995. Approximately 3 weeks after the first mailing, a second mailing was conducted. A cover letter accompanied both mailings explaining the purpose and confidentiality of the study.
A total of 444 surveys (63.4%) were returned. Of these surveys, 357 surveys met the criteria and were used for the descriptive analysis. Further analyses were conducted to determine the validity and usefulness of the conceptual model in predicting occupational health nurses' intentions to provide violence prevention education/training (Gates, 1995a) . It is beyond the scope of this article to explain the methods and results of these analyses. The following results focus on the descriptive data obtained from the survey. six nurses who named consultant as their job title chose only one type of industry and one size company for their workplace. This was in contrast to the consultants who, because they were providing services to many types and sizes of industries, were not included in the study. Participants who described their job titles as employee health nurses worked in health care settings, whereas nurses who described their titles as occupational health nurses worked in the other types of industrial settings.
Participants were asked whether they had been harassed, threatened, or assaulted at their current workplaces. Harassment was defined on the survey as "someone creating a hostile environment, including verbal harassment, sexual harassment, or passive/aggressive behavior." Threat was defined as "someone expressing an intent to harm" and physical assault as "a physical attack with or without a weapon." There were 207 (58%) nurses who replied that they had been harassed, 55 (15.4%) had been threatened, and 16 (4.5%) had been physically assaulted.
Although 140 (39.2%) of the nurses stated that their companies had conducted some type of violence program during the past 12 months, only 49 (13.7%) had themselves conducted such programs. In addition, only 33 (9.2%) of the nurses said that they had been mandated by their employers to conduct violence prevention programs.
There were 251 (70.3%) of the nurses who stated that they considered their companies to be at risk for violence. In addition, 78 (21.8%) stated that they were uncertain whether their companies were at risk for violence. Only 25 (7.0%) of the nurses responded that their companies were not at risk for violence. Three (.8%) of the nurses did not answer this item.
When asked if their job responsibilities placed them at risk for violence, 54.6% said yes, 27.5% were uncertain, and 17.6% said no. One (.3%) of the nurses did not answer this question.
Likert Type Items
The higher the score, the greater the barrier, the company risk, the self efficacy, or the intention to provide violence education activities. For example, the nurses believed that the three greatest environmental constraints (barriers) were: violence prevention education/training is not part of their job responsibilities; managers have other priorities; and nurses do not have time. Company risk items with the highest means included: the belief there are a high number of stressed employees at their workplace; and the lack of education on conflict management for employees.
DISCUSSION
Responses to the survey items indicated that violence was a concern to the subjects. This conclusion was supported by the fact that the majority of nurses stated that their companies were at risk for violence and that their job responsibilities placed them at risk for violence. These results support earlier findings from a focus group study with occupational health nurses in Central Kentucky (Gates, 1995c A large number of nurses reported they had been harassed, threatened, or assaulted at their current workplaces. Although these rates cannot be directly compared to other studies due to differences in time frames and populations, some comparisons can be made. For example the Northwestern National Life study (1993) found 19% of workers had been harassed during the past year at work. The current study found 58% of the nurses had experienced harassment while working at their present jobs. The Northwestern National Life study also found 7% had experienced a threat of physical harm during the previous year and 3% had been physically attacked. The current study found 15.4% of the occupational health nurses had experienced threats and 4.5% had experienced physical assaults at their present workplaces.
In an attempt to examine the incidence of violence with nurses in a variety of work settings, Williams (1996) found that 57 percent of nurses had been sexually harassed at their current workplaces and 26 percent had been victims of physical assault. Although no occupational health nurses had reported having been assaulted, 60 percent reported harassment.
Although 39% of the nurses responded that their companies had offered some type of violence prevention programs during the last 12 months, only 13.7% of the nurses had conducted the programs. These results are of interest, Although 39% ofthe nurses responded that their companies had offered some type of violence prevention programs during the last 12 months, only 13.7% of the nurses had conducted the programs.
as most nurses responded that their employers do not see violence prevention education as part of their job responsibilities. It appears that other personnel or departments are being used for this purpose. The issue of job responsibility is presented in greater detail later in this discussion. According to the mean and the percentage on the Likert type item, time was seen to be an environmental constraint (barrier) to providing violence prevention programs. This constraint included the time barrier for both the employees and the occupational health nurses. Whereas the nurses did not tend to view employee barriers in general as a constraint to providing violence education, they did view the lack of employee time as a constraint. In addition, 50% of the nurses responded it would be difficult to get managers and supervisors together to do violence prevention education/training because of other priorities. The fact that managers have other priorities may be related to time constraints or to the value that the individual places on such programs. However, the nurses' responses to this item measure only their perceptions about the managers' priorities and may not be congruent with the actual situation. The lack of nurses' time also was viewed as a constraint to providing such education/training. Job responsibility was highly skewed; the majority of nurses stated that they disagreed with the statement, "According to my employer, my job responsibilities include workplace violence prevention education/training." Several participants made comments at the end of the survey indicating that other departments, such as safety, employee assistance, or human resource were responsible for violence prevention activities. Several participants made comments about how other departments would become upset if they involved themselves in activities that were not considered their "territory."
The high percentage of nurses who responded that their employers do not view violence prevention education/training as part of their job responsibilities is in contrast to others' views. According to Williamson (1995) , "Any hazard to one's health or safety in the workplace is in some sense an occupational issue, and certainly the effect that the incident has in the workplace makes it an occupational health issue." Although violence is not the typical occupational health problem studied in school, the occupational health professional must step in and try to prevent workplace violence (Williamson, 1995) .
Two environmental constraint (barrier) items measured access to resources and inservices. It appeared that occupational nurses believe educational programs on vio-lence are more accessible than education/trainingmaterials. The nurses' beliefs about their self efficacy in performing violence prevention activities were lowest, as evidenced by the mean scores in the following three areas: educating employees and supervisors about conflict management; educating employees and managers about how to handle potentially violent situations; and educating employees about security measures. Nurses felt the most self efficacy in their ability to access resources and to educate employees and supervisors about the company's policies and procedures related to workplace violence.
Only 36% of the nurses agreed they have access to materials to use in conducting programs (barrier). Yet 78% responded with a 3 or higher on the self efficacy item, "I have the ability to access resources to assist in the development of violence prevention education/training." In fact, this item had the highest percentage of participants who responded with a 3 or higher of all the self efficacy items. A response of 3 on the self efficacy scale indicated that participants were moderately certain they could do the activity. It appears that many occupational health nurses believe that, although they have no current resources, they are at least moderately certain that they could obtain such resources if desired.
Participants were asked to identify whether certain violence risk factors were present in their workplaces. Responses to these items indicated that many of the study's participants were working in environments with stressful characteristics. The majority of the nurses agreed that the number of stressed employees is high and that understaffing is present. In addition, many nurses did not believe that management encourages teamwork among coworkers or allows employees to have adequate control over the way they work.
While 42% of the nurses agreed with the statement, "Management teaches employees how to handle interpersonal conflict," 45% of the participants neither agreed nor disagreed with the statement. It is of interest to question why so many nurses neither agreed nor disagreed with this survey item. As discussed earlier, the nurses had the lowest beliefs, as described means, in relation to their self efficacy or ability to educate employees on conflict management. It appears that occupational health nurses may not have adequate knowledge or skills in conflict management to assess their environments and provide related programs.
Many participants agreed their companies had policies and procedures in place for workplace violence. This result is in contrast to findings of a focus group study with occupational health and safety professionals (Gates, 1995c) . This earlier study found few of the companies represented had policies or procedures related to workplace violence. This difference could be due to company size, location, or history. Many of the companies involved in the focus group study were small to medium size companies with fewer than 1,000 employees, whereas the majority of companies represented in the current study had more than 1,199 employees.
It is also possible companies in Central Kentucky felt less at risk than those in other parts of the country. In addition, because the focus group studies were conducted almost a year before the current study, companies may have become sensitized to the growing literature and media about workplace violence. Such sensitivity could have caused employers to initiate such policies and programs during the previous year.
The participants were asked to respond to items about whether their employees had experienced harassment, threats, and assaults during the past year from coemployees or customers. Although the results do not provide information about the number or frequency of incidents in the participants' workplaces, the data indicate a serious trend. Even if the physical assaults item represented only one employee and one incident per company, the results still indicated that 91 physical assaults occurred in the past 12 months.
Violence is a serious problem in the workplace, and efforts are needed now to prevent an epidemic. According to Levin (1995) , "Workplace violence is more than a security issue" and although "security issues are important, making the workplace an armed camp won't solve the problem." The disgruntled employee may be waiting beyond the secured areas of the company. This means that workplace violence prevention efforts must involvepersonnel issues such as stress, conflict, and management style.
Results from this study indicated that many of the workplaces represented were stressful environments for employees. Studies have found that stress can result in increased workplace violence (Northwestern National Life, 1993) . Although it was not the purpose ofthis study to determine the relationship of stress and incidence of violence, the results do support current beliefs that many workplaces today are high risk environments. Certainly, this study supports the critical need for more efforts to reduce the stress and conflict that exist in companies.
Although the majority of the occupational health nurses agreed they intended to learn more about the prevention of workplace violence, it is of interest that 23% stated they are uncertain whether they intend to learn more about the prevention of workplace violence. As discussed earlier, many participants believed that they and their workplaces are at risk of violence. Many also responded that harassment, threats, and assaults are occurring within a stressful work environment. The nurses who are unsure about getting more information about workplace violence might not believe they are at risk, or if they believe they are at risk might think it is a low risk.
More nurses stated that they intended to seek administrative support to do violence prevention programs than to develop or deliver violence prevention programs. This difference may exist because the nurses may be planning to bring in outside consultants to conduct the actual programs. For example, two nurses made the comment, "Management prefers to contract training programs with outside vendors." It is possible that other nurses encounter similar situations. Also, some nurses may perceive it easier to ask for support than to actually plan the program.
Many participants were uncertain whether they intend to develop or deliver a program during the next 12 months. It is hoped that with support and education these APRIL 1996, VOL. 44, NO.4 nurses might be encouraged to become more involved in violence prevention.
RECOMMENDATIONS
Future research with occupational health nurses and workplace violence is needed to facilitate increased awareness of variables related to violence prevention education/training. Information that results from theory based research will facilitate the use of appropriate methods to enhance occupational health nurses' involvement in violence prevention activities.
This study found that most employers did not view workplace violence prevention education/training as part of the occupational health nurses' job responsibilities. Thus, it appears that even though this study has implications for the education of nurses in violence prevention efforts, organizational issues must be initially addressed by occupational health nurses and their employers. It is important to determine whether violence prevention activities are seen by management as necessary. If management supports violence prevention activities, then specific departments should be assigned to implement these activities. The extent of the nurse's role in such activities must be determined; this should be a joint decision between management and nursing.
Violence prevention policies, procedures, and security measures need to be developed prior to any attempts to disseminate violence prevention information through education. Finally, if the nurse is required to provide violence prevention activities, it is important to distinguish the level of involvement. For example, some nurses may provide violence prevention education/training in the occupational health unit in which they are working. Other occupational health nurses might be responsible for the education of employees company wide.
The study found many occupational health nurses believe their companies are at risk for violence and their job responsibilities place them at an increased risk for violence. The researcher recommends further research to examine these issues in greater detail.
CONCLUSION
This study was a beginning step in examining occupational health nurses' beliefs about workplace violence, particularly their beliefs about their participation in violence prevention education/training. Workplace violence prevention research is in an infant stage, and this study certainly supports the need for continued research into this public health problem.
